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ississippi, Loui.siana, and Arkansas repeatedly

receive the worst rankings in state health stand-

ings owing in large part to the vulnerable popu-

Iation living in the Lower Mississippi Delta (Delta) region.l

The region is predominantly rural, with a high concentra-

tion of African-Americans, high rates of poverty, and low

educational achievement.2 Residents in the Delta suffer a

iiiftdiibjdlffi.a i*iii

disproportionate amount of chronic diseases including

obesity, heart disease, diabetes, and hypertension.3'4 Because

a variety of individual, community, and enyironmental

factors affect the health patterns of Deita residents, oppor-

tunities for interyentions to improve the health and nutri-

tionai status of this population appear abundant.s However,

utilizing traditional research techniques .and experimental
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methodologies in the Delta population is extremely prob-

lematic because ofthe geographical location ofthis popula-

tion, difficulties in recruiting and retaining minorities, Iow

literacy rates, lack of local health professionals and services,

and lack of local qualified researchers to oversee interven-

tion activities.s Consequently, community-based partici-

patory research (CBPR) methodologies linking community

members with academic and government partners to

collaboratively identify and prioritize health problems, and

develop and implement intervention strategies, has far-

reaching potential in Delta communities.e

The Lower Mississippi Delta Nutrition Intervention

Research Initiative (Delta NIRI) was established to assess the

nutrition and health status of Delta residents and develop

and evaluate sustainable CBPR nutrition interyentions.lo

This tri-state consortium consists of three rural Delta

communities (one each in Mississippi, Louisiana, and

Arkansas), the USDA/ARS, seven university partners, and

each state's cooperative extension service. Early phases of

this initiative assessed the nutrition and health needs of

Delta residents to help direct intervention research.3's'e Each

state then established a community participatory structure

to evaluate the nutrition and health needs of its individual

community. In the most recent phase, a variety of CBPR

interventions are being conducted within each community

to improve the nutrition and health of Delta residents.

This paper describes the CBPR methods and Fit for Life

Steps intervention in Hollandale, Mississippi. The Hollan-

dale Nutrition Intervention Research Initiative (HNIRI), in

collaboration with USDA/ARS, Alcorn State Universiry The

University of Southern Mississippi, and the Mississippi State

University Cooperative Extension Service developed and

implemented a walking intervention in Hollandale, which

consisted of training and empowering community volun-

teers to lead community members in walking groups. The

primary aims were to (1) assess the feasibility of developing

and implementing a CBPR intervention in Hollandale,

(2) increase physical activity of community members, and

(3) improve anthropometric and biological measures related

to physical activiry. Secondary airns were to test the appli-

cation of two behavioral theories, including social support

and the transtheoretical model (TTM), and improve psycho-

social constructs related to physical activity behaviors.

METllODS

The Hollondole Communily ond Hollondole Nulrition

lnlervenlion Reseorch lnilialive

Hollandale, Mississippi is a community of approxi-

mately 3,440 residents Iocated in Washington County.2

African-Americans comprise 83o/o of this communiry as

compared to 360/o in Mississippi and l2o/o nationally. The

median income, educational achievement, and literacy pro-

ficiencies ofresidents are low compared to state and national

averages.2'8 Hollandale has one school district, a city gov-

ernment with one mayor and five aldermen, twenty-six

churches, and seven eating establishments. HNIRI was

established in 2003 to unite community members and

researchers in evaluating and improving the nutrition and

health status of Hollandale residents. This group meets

monthly and includes approximately 20 community mem-

bers, seven university representatives, one ARS representative

and one extension representative.

0bloining (ommunily lnpul

Hollandale community members were involved in every

phase of the CBPR process including assessing the problem,

identiffing the intervention, intervention planning, data

collection, and evaluation. A tlvo-part Comprehensive Par-

ticipatory Planning and Evaluation (CPPE) Causal Analysis

Workshop was held in ]uly and October of 2003.12 The

CPPE approach was used to engage community members in

comprehensive intervention planning. Twenty-one commu-

nity members, one ARS, and nine university representatives

participated in the first workshop. Nine members each from

the community and the universities and one ARS repre-

sentative attended the second workshop. The primarywork-

shop objectives were to ( 1) identify key problems and issues

contributing to the nutrition and health status of the

community, (2) identify individual, behavioral, and environ-

mental skill targets and resource factors associated with key

problems, and (3) identiff objectives and activities to

address key problems. The top three nutrition and health

problems identified included lack of physical activity, intake

of unhealthy food, and lack of nutrition knowledge. Work-

shop participants developed causal models to identiff root

causes for these problems, and identified objectives and
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activities to address root causes.

In May 2004, HNIRI collaborated with the City of

Hollandale and local businesses to build a walking trail.

Prior to the installation of the walking trail, no other

physical activity facility, such as a gym, health club, or track,

was available. The one-eighth mile oval walking trai-l was

built around an established community playground. The

resulting CPPE workshop achievements and installation of
the walking trail signified capacity building within the

community, and the community urged researchers to initi-
ate an intervention promoting the walking trail. In response

to the physical activity causal model and literature on

community-based approaches to promote walking,l3-ls tfue

proposal evolved to empower walking coaches to lead

walking groups.

. Theorelicol tromework of Walking lnlervenlion

Two theoretical frameworks, social support and TTM,

were applied to understand exercise-related psychosocial

changes.l6 Previous research establishes that social support

predicts high physical activity levels and is associated with

the adoption of exercise.lT'18 Social interactions have been

cited as a primary motivation for wanting to exercise.l9

These findings imply that social aspects of physical activity

should be emphasized and people should be encouraged to

engage in exercise with partners.

The TTM provides an integrative structure for exploring

exercise-related behaviors and has three central constructs

including the stages of change, self-efficacy, and decisional

balance,?w22 The stages of change focus on both current

behavior and behavioral intention by having participants

indicate their readiness to engage in exercise. Self-efficacy

refers to the participants' confidence about performing

exercise under different situations or conditions and is built

on the premise that a person's confidence about performing

exercise is highly associated with actual ability to exercise.

Decisional balance requires participants to assess the bene-

fits (pros) and costs (cons) of exercise. The present and

future likelihood to participate in exercise is related to the

benefits outweighing barriers.

Both theories provided a conceptual framework for

planning, implementing, and evaluating intervention com-

ponents. Although both theories have been applied in

multiple research contexts for a variety of populations, little

research, including development and validation of measure-

ment instruments, has been conducted in disadvantaged

African-American populatio ns.16'23'24 Therefore, a second-

ary aim ofthe research was to test the internal reliability of

previously validated instruments and assess the utility of
these questionnaires in the Hollandale cornmunity.2l'2s'26

lnlervenlion Design

This 6-month intervention focused on improving phys-

ical activity and health through walking teams led by

supportive coaches, self-monitoring, and monthly nutrition

and physical activity educational sessions. Coaches were

trained to lead a walking group, contact walking members,

and document intervention-related contacts. Participants

were instructed to set weekly personal walking goals. No

defined amount of walking was required to participate in the

intervention. Coaches were asked to contact group members

a minimum of one time per week to encourage goal setting

and walking. Group walking was encouraged, but not

required. Coaches were responsible for collecting and sub-

mitting weekly walking logs to the HNIRI office, and

received six $25 monthly incentives for turning in completed

contact and walking logs and assisting with intervention-

related activities.

Five l-hour education sessions were delivered, one each

month of the intervention. Education session topics includ-

ed (l) goal setting and motivation, (2) healthy body mass

index (BMI) and caloric needs, (3) label reading and portion

control, (4) beverage consumption, and (5) recipe modifi-

cation. Water bottles, recipe boxes, pot holders, and mea-

suring spoons were given to encourage attendance. The sixth

and final session was a celebration. At each session, coaches

received a report on their group's walking activity to share

with their team members. The walking logs and educational

sessions were the process data component of this interven-

tion and a complete and accurate description ofanalyses and

results are not possible within this manuscript's framework,

Recruiling ond lroining Cooches

The HNIRI committee nominated adult community

members as potential coaches. These individuals were
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invited to an orientation session, which included an expla-

nation of the research study design and intervention

activities, health benefits of walking, and responsibilities of

coaches. Those interested in serving as a coach were invited

to attend a three-part coaches training session. A com-

munity -university-government committee developed the

content, agenda, and schedule for the coaches' training

sessions. Attendance records were kept to ensure each coach

participated in all training sessions.

Rerruiling ond lroining Wolking Porliciponls

Coaches were responsible for recruiting community

members to participate and for communicating inter-

vention-related activities and participation requirements to

walking group members. Coaches invited identified par-

ticipants to visit the HNIRI office for step-count gait

assessment and instruction on pedometer use and walking

logs. Subsequently, walking members participated in each

data collection,

Recruiling ond Troining Dolo Colleclors

Local and neighboring community members were re-

cruited to serve as data collectors. Job announcements

included flyers posted around the Hollandale community

and an advertisement in the daily newspaper serving the

community. A community-university-government hiring

committee screened, interviewed, and hired data collectors.

University partners developed training protocols and

manuals, and scheduled and conducted the training ses-

sions. All community data collectors were required to attend

a two-day training and certification session. Attendance and

certification records were kept to ensure adequate training

ofall data collectors.

0ulcome Mecsures

Outcome measures included anthropometric measure-

ments, biological values, self-reported walking, and psycho-

social constructs at enrollment,3 months, and 6 months. All

outcome data were collected at the HNIRI office. At enroll-

ment, all participants completed a medical disclaimer and

informed consent as approved by University of Southern

Mississippi's and Alcorn State University's Institutional

Review Boards. Height was measured without shoes using a

stadiometer (Shorr Height Measuring Board, Olney, MD).

Waist circumference was determined using a nonstretchable

flexible measuring tape. Body weight, BMI, and body

composition were determined by bioimpedance analysis

using model TBF 310 Tanita scale (TANITA Corporation of
American, Inc., Arlington Heights, It). The validity of this

instrument has been previously established.2T Blood pressure

was measured with the OMRON HEM-907XL (OMRON

Healthcare, Inc., Vernon Hills, IL). Fasting total cholesterol

(TC), (HDL-C), (LDL-C), triglycerides (TG), and glucose

levels were determined via finger stick method using the

Cholestech LDX (Choletech Corporation, Hayward, CA).

At each measurement point, participants also completed

face-to-face interview-administered questionnaires, includ-

ing past week physical activity, social support, stages of
change, self-efficacy, and decisional balance. Previously

developed and validated instruments and scoring proce-

dures were used. The Past Week Physical Activity Recall was

originally developed for use in the U.S. Centers for Disease

Control and Prevention (CDC) Behavioral Risk Factor

Surveillance Survey and subsequently used in the Jackson

Heart Study.28'2e Participants were shown a calendar of the

past seven days and asked to report the days per week and

minutes per day they "walked for at least 10 minutes at a

time while at work, for recreation, exercise, to get to and

from places, or for any other reason." Social support for

exercise from family and friends were both assessed using

the same l3-item questionnaire.26 Participants identified

how often on a 5-point Likert scale, ranging from I (none)

to 5 (very often), friends and family provided support for

exercise in different situations, The social support instru-

ment yields two subscales for family and one subscale for

friends. Stage of change was measured by each participant

reporting their readiness to adopt regular outdoor exercise

on an 8-point scale ranging from I (negative precon-

templation) to 8 (long-term maintenance).2s Self-efficacy

was assessed using a 16-item questionnaire that required

participants to indicate their level of confidence to exercise

on a 5-point Likert scale ranging from I (not at all confident)

to 5 (completely confident).2l This instrument yields a total

self-efficacy score and six subscales of self-efficaq, including

negative affect, excuse making, must exercise alone, incon-

venience to exercise, resistance from others, and badweather.
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Decisional balance was assessed by participants indicating

how important 16 different statements were in impacting

their decision to exercise.2l The S-point Likert scale ranged

from I (not at all important) to 5 (extremely important).

This instrument yields a total decisional balance score, a pro

subscale, and a con subscale.

At each data collection point, participants received a $20

incentive and a "Know Your Numbers" card with their

recorded anthropometrics and biological values. After all

outcome data were analyzed, walking participants were

invited to attend a meeting where overall intervention

findings and implications were discussed.

0uolity Control

At each data collection, one ARS member and three

university members were present to ensure quality control

Tqble I. Gender, ftoce. Age, Marilol 
!totu1,1nd'[ducqtion 

level of Cooehcs ond tltlolking Purticiponts
(ompleting the lnlervention

(ooches Porliciponls Tolol
(n = 8) (n = 58! {lt = 661

Demogrophic Voriobles (ounl %* (ounl

Gender

Female 8 100 56

Male002
Race

African-American 8 100 57

Other 0 0 I

Age at enrollment (yrs)

(ounlh

64

2

65

I

97

4

97

3

99

2

98

2

46

18

Jb

<20

20-29

30-39

40-49

50-59

60-69

>70

Marital status

Now married

Widowed, divorced, or separated

Never married

Highest level of education completed

< 6th grade

6-9th grade

l0-1 lth grade

l2th grade (HS or GED)

Trade or vocational school

Some college

College degree

Some graduate/professional school

Graduate level/professional degree

2

9

23

20

JJ

1t

3

2

J

9

30

5

20

l8

5

9

I

2

6

20

3

13

12

3

6

2

3

7

33

5

t9

21

3

7

I

2

4

l9

3

l1

T2

2

4

63

13

25

0

0

25

13

0

25

0

13

25

5

i

2

00
00
I 13

338
225
225
00

0

0

2

I

0

2

0

I

2

25 43 30

11 19 12

22 38 24

I

6

l4

10

20

5

1

)

l0

24

t7

35

9

3

I

6

15

13

22

7

2

* Because ofrounding, values may not equal 100%.
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of data collection procedures. A dara collection manager RESUITS

reviewed all data forms for completeness of data, unrealistic

values, and readability of hand writing. Data records were

transmitted to University of Southern Mississippi where univer-

sity partners directed data entry, management, and analyses.

Stotisticol Anolysis

Descriptive statistics were used to assess recruitment and

participation rates, demographics, and attendance records

for coaches training and data collectors training. For parti-

cipants completing all three data collections, changes in

anthropometric measures, biological measures, and average

daily minutes of walking activity were evaluated. Repeated

measures analyses of variance (ANOVA) were used to

evaluate data meeting the assumptions of normality, and the

Friedman's test was used to analyze nonparametric data.

Internal reliability of the psychosocial instruments was

tested with the enroilment data using Cronbach's cr. If the

psychosocial instruments were found reliable as evidenced

by a Cronbach's c > .70, repeated measures ANOVA were

used to evaluate changes in social support, self-efficacy,

and decisional balance. Descriptive statistics were used to

describe shifts in stages of change. For all ANOVA and

Friedman's tests, P-values < .05 were considered significant.

Approximately 40 adult community members were

nominated to serve as potential coaches, 19 attended the

first orientation session, I 1 expressed interest, and eight

completed all three training sessions and led walking groups

for the duration of the intervention. These eight coaches

identified a total of 88 potential walking members for their

teams. Of these 88, 75 participated in the first enrollment

data collection, 69 participated in the 3-month data col-

lection, and 58 completed the entire 6-month intervention.

Total retention rate for coaches and all walking participants

from enrollment to the 6-month follow-up was 80o/o. As

classified the CDC BMI criteria, this was a primarily

overweight and obese population. Of the 83 participants

(eight coaches and 75 walking members), eight (l0olo) were

normal weight, 18 (22o/o) were overweight, and 57 (690/0)

were obese. These participants were primarily African-

American (997o) women (97o/o) with an average age of 46.1

(+SD= 12.8) years (Table l). Although there were no

significant differences in race, marital status, education, or

income between the 83 participants who enrolled and the 66

participants who completed the intervention, younger parti-

cipants were significantly more likely to drop out.

Thirty-one applicants responded to the initial commu-

Nores. SD, standard deviation; LDL-C, Iow-density lipoprotein cholesterol; HDL-C, high-density lipoprotein cholesterol,
+ ANOVA test.

i Friedman's test.

Toble 2. Anthropometrics, Biological Meosures, ond Averoge [}cily Minutes of wolking
0l Enrollmenl, 3 lionths, ond 6 Months (fl= 66)

l,leosures

BMI (kg/m'z)

Waist circumference (cm)

Systolic blood pressure (mm/Hg)

Diastolic blood pressure (mm/Hg)

Glucose (mg/d[)

Total cholesterol (mgldl)

LDL-C (mg/dL)

HDL-C (mg/dl)

Triglycerides (mg/dl)

Body fat (%)

Average daily walking (min)

Enrollment

Meon (50)

34.4 (e.4)

40.4 (7.7)

r3e.6 (18.6)

87.e (10.4)

r05.0 (33.6)

r81.6 (4s.2)

r 13.3 (40.e)

4e.3 (12.0)

97.5 (43.8)

42.7 (e.6)

44.8 (52.2)

3-Monlh

Meon (50)

34.3 (e.6)

40.4 (7 .7)

130.0 (r7.7)

85.s (8.e)

105.6 (41.4)

t88.4 (43.7)

10r.7 (4s.6)

51.2 (13.1)

t27 .6 (r07.0)

43.2 (8.t)

76.6 (166.6)

6-Monlh

Meon (50)

34.1(e.4)

3e.0 (7.0)

13s.3 (18.s)

88.1 (10.6)

106.6 (44.3)

1e0.3 (3e.6)

10e.8 (42.3)

s7.2 (13.4)

t}e.3 (56.7)

43.6 (7.s)

6s.e (8e.7)

P"Volue

.297*

<.001*

<.001*

.052+

.852+

.059*

.169+

< .001*

.n3t

.165+

.1 54f
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nity data collector job announcement, and l8 were inter-

viewed. Nine data collectors were employed, attended all

mandatory training, and passed required tompetencies. A

sufficient number of data collectors were retained for the

3-month time point and a required 2-hour mini retraining

session was held. For the second job announcement at

6 months, 17 applicants responded, l0 were interviewed,

and five were hired, attended all required training, and

passed competencies.

Triglycerides and average minutes reported walking

were analyzed using Friedman's test because the data did not

meet the assumptions of normality. ANOVA tests were used

to analyze all other normally distributed anthropometric,

biological, and psychosocial data. Participants exhibited

significant improvements in waist circumference (-1.4

inches), systolic blood pressure (-4.3 mmHg), and HDL-C

(+7.9 mgldL) from baseline to 6 months. Diastolic blood

pressure, BMI, percent body fat, blood glucose, total choles-

Notes. SD, standard deviation; SS, subscore.

+ Crohnbach's q, indicates low internal reliability; interpret ANOVA cautiously.

f Crohnbach's ct only determined for subscores with >3 questions.

terol, LDL-C, and TG did not change significantly. A-lthough

not significant, there was a trend for average minutes

reported walking to increase from baseline to 3 months

(+31.76 min/day) and then decline from 3 months to

6 months (-10.7 min/day), with an overall net increase in

walking (Table 2).

With the exception of the family rewards and punish-

ment social support score, Cronbach's c met the typically

defined 0.7 value indicative of sufficient internal reliability

(Table 3). However, no significant positive changes resulted

in any of the psychosocial variables as a result of this

intervention (Table 3). From enrollment to 6 months, 570lo

ofparticipants indicated a positive shift in stages ofchange,

23o/o remained in the same stage, and 20o/o indicated a

negative shift (Figure 1).

Dtscussl0il

The development and implementation of this CBPR

Tobre 3' rnterncr 

"""',T;1,:i,l:ff:i lijl,',? j;f ,itffir;ffil=Tlii"'r 
Borcnce rleosures

Crohnboch's

llumber of cr 0l lnrollment 3-Monlh 6-Monlh

Meosures ltems Enrollmenl Meon (SDl Meon (SD) Meon (SDl P-Volue

Family social support: participation and l0 .92 25.1 (11,2) 24J (lL}) 24.5 (11.7) .856

involvement

Family social supportl family rewards

and punishment

Friends social support participation

and involvement

Self-efficary (total score)

Negative affect (SS)

Excuse making (SS)

Must exercise alone (SS)

Inconvenience to exercise (SS)

Resistance from others (SS)

Bad weather (SS)

Decisional balance (total score)

Pro score (SS)

Con score (SS)

3 .14* 4.3 (1.8) 4.s (2.4) 4.s (2.0) .724

10

16

J

3

2

2

2

4

l6

l0

6

.91

.88

7\

.85

NAt

NAt

NAt

.77

.83

.89

.80

23.2 (10.3) 24.2 (tL.7) 22.3 (10.9) .183

.424

.812

.262

.640

.011

.103

.747

.t52

.006

.857

3.s (0.7)

3.3 (r.o)

2.e (1.0)

4.2 (0.e)

4.1 (0.8)

4.r (0.7)

3.1 (r.0)

1.9 (r.i)

4.6 (0.6)

2,7 (r.r)

3.4 (0.7) 3.4 (0.8)

3.3 (1.0) 3.2 (1.1)

2.8 (0.e) 2.e (1.0)

4.2 (0.7) 4.1 (0.e)

4.2 (0.7) 3.e (o.e)

4.0 (0.7) 3.e (1.0)

3.0 (1.r) 3.0 (1.1)

1.7 (1.1) 1.7 (1.1)

4.4 (0.7) 4.4 (0.7)

2.7 (r.o) 2.7 (r.0\
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f; walking intervention was considered successfi.rl as evidenced

by the community's active contribution and participation in

each research phase, the undertaking and application of
basic research components, significant improvements in

several anthropometric and biologicai values, and the

sustainability of the partnerships formed through this

intervention. The CPPE workshop was instrumental in
initiating the capacity building process, and the regular

monthly meetings were essential in fostering a cohesive

relationship of trust and understanding among all team

members. The recruitment response rates and retention

rates for coaches and walking members were sufticient for a

successfi.rl intervention. The pool of applicants responding

to data collector announcements provided enough qualified

candidates to employ and train local community members

for data collection. The undertaking and application ofbasic

research components indicated that community members

and researchers were able to collaborate and effectively

execute the intervention.

In further support of the success of this intervention,

participants exhibited significant improvements in waist

circumference, systolic blood pressure, and HDL-C. The

non-normality of TG data was attributed to the large per-

cent of enrolled participants with metabolic syndrome.

Using standard classification criteria, 4lo/o of walking

participants had three or more of the five defined metabolic

syndrome criteria at baseline.3o Triglycerides are known to

be elevated in individuals with metabolic syndrome.3l This

rate of metabolic syndrome is alarming, warrants further

evaluation, and deserves consideration in future inter-

ventions. There was no significant change in BMI. Although

energy intake \iras not measured, it is feasible that partici-

pants increased caloric intake to compensate for increased

activity, resulting in no significant weight changes. Monthly

educational sessions incorporated nutrition messages, but

these components may not have been intensive enough to

produce weight loss.

Although not significant, there was a trend for an overall

net increase in walking. The average minutes reported

walking remained nonsignificant after controlling for a few

outliers and applying nonparametric statistical methods.

The non-normality and large standard deviations reflected

in these self-reported walking data are consistent with pre-

vious self-reported physical activity research,z3,32 Although

Figure 1. Shifis in stoges of chonge ot enrollment, 3 months, ond 6 months (rV= 66).

Stages of Change
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the Past Week Physical Activity Recall was the most practical

instrument for assessing physical activity in this community-

based intervention, the literature is replete with the

difficulties and methodologic limitations in accurately

measuring physical activity.33-:s Average minutes spent

walking per day was surprisingly high at baseline and

indicates participants were already meeting CDC recom-

mendations for at least 30 minutes of moderate-intensify

physical activities on five or more days of the week.36 The

walking trail was installed almost a year before the interven-

tion and observations indicate the trail was used frequently

in the months preceding intervention kick-off.

The majority of participants made a positive shift in the

stages of change. However, this study provided limited

support to the hlpotheses that social support, self-efficacy,

and decisional balance as related to physical activity behav-

iors would improve as a result of this walking intervention.

Most of the Cronbach's cr met the defined 0.7 value

indicative ofsufficient internal reliability, yet no significant

positive changes resulted from this intervention. Social

support for exercise was directly targeted in the intervention

through coaches regularly contacting walking participants to

encourage walking and attendance of monthly educational

meetings, but did not change significantly throughout the

intervention. At enrollment the walking groups had already

been formed and participants were aware that coaches

would be assisting them in initiating and maintaining a

walking program. Perhaps participants perceived adequate

social support at enrollment in response to the social

support received in encouraging them to participate in this

intervention, leaving little room for improvement at sub-

sequent time points.

Neither total self-efficacy nor total decisional balance

score changed significantly, However, the self-efficacy

inconvenience to exercise subscore and the decisional

balance pro subscore significantly changed in a direction

opposite than hypothesized. At enrollment, participants

may have minimized the inconvenience to exercise, and

during the intervention discovered that maintaining a

walking program was difficult and imposed inconvenience.

Similarly, participants may have rated the pro score high at

first believing that regular physical activity would provide

tremendous benefits, and subsequently discovered these

benefits were not as great as initially perceived.

It remains unclear if these psychosocial findings were

truly due to lack of improvement in psychosocial variables

or due to lack of instrument responsiveness in this popu-

lation, Methodologic limitations exist in using internal con-

sistency reliability to reflect instrument responsiveness.3T

Although HNIRI researchers were aware of potential

limitations with these instruments, because of building

momentum and desire to initiate the intervention, the time

involved to properly tailor data collection instruments and

develop scoring procedures would have significantly delayed

the intervention and frustrated the community. Research is

emerging on the unique psychosocial factors impacting

physical activity in African-American populations as well as

the distinct challenges of environmental factors impacting

physical activity in rural areas.23'24'38 The unique psycho-

social determinants and correlates of physical activity in

rural minority populations and the need to develop cul-

turally sensitive instruments should be a research priority.

Several limitations exist with this CBPR intervention.

Immeasurable social, cognitive, and physiological changes

were likely occurring from July 2003 to April 2005 as a result

of the community-university-government partnership

formed and increased exposure to the HNIRI messages

promoting improved health. The nature of CBPR makes it
extremely difficult to control for these changes. Another

concern with self-reported instruments is the social desir-

ability bias, wherebyparticipants may have either consciously

or unconsciously presented themselves in an overly positive

manner. Additionally, the quasi-experimental design and

resulting sample size may not have been sensitive enough to

detect other significant changes.

The overall planning, delivery and evaluation ofthe Fit

for Lrfe Srqps intervention was successfi:l and the sustainable

partnerships will bring long-term opportunities to the

community. Partners involved in this research experience

have gained a greater appreciation for the continuous

demand for mutual understanding and trust. The commu-

nity now has confidence in the ability ofuniversity partners

to deliver a structured intervention, and the researchers

value the unique needs and dynamics of the community.

Plans are currently underway to build on the mutual trust

to develop and implement a second CBPR intervention.

Zoellner, Connell, Santeli, et ai. Fit for Life Steps



Although all successful partnerships are not alike, several

Iessons learned through this intervention may be generaliz-

able to other community-university-government partner-

ships and are summarized here:

l. Allow sufficient time for capacity building and inter-
vention development. Building person-to-person rela-

tionships between community members and researchers,

and organization-to-organization relationships between

community and academic organizations is time con-

suming. It was nearly 2 years from the initial CPPE

workshop to the intervention kickoff. Nevertheless,

nurturing this relationship and ensuring that the com-
munity was a central partner in all phases of the research

was critical to the success of this intervention.

Offer multiple involvement opportunities for commu-
nity members. Different options for involvement in-
cluding the CPPE process, monthly HNIRI meetings,

coaches training, walking participation, and data col-

Iection appealed to a variety of community members

and greatly contributed to the overall success of this

intervention. Although employment of community
members for data collection added a unique challenge

for the researchers to develop and deliver appropriate

training, the intensive contact and relationships formed
in training and execution of data collection made this an

ertremely rewarding element of the partnership.

Understand the limitations of using previously devel-

oped health-related psychosocial instruments. Future

researchers embracing the CBPR model in minority

populations will encounter similar difficulties in select-

ing and developing health-related psychosocial instru-
ments. The lack of valid and reliable theory-based

behavioral instruments for minority populations is

problematic. Developing and validating tailored instru-
ments is a time-consuming component of the already

lengthy CBPR process.

4. Funding agencies need to be flexible and appreciate the

complexity of CBPR projects. Although funding agen-

cies rightfully require documented improved commu-
nity outcomes, capturing these outcomes is more
complex than traditional community-based research,

CBPR is more than just answering a research question; it
also encompasses time-intensive components much
more difficult to measure, such as building collaborative

relationships, creating social change, and developing a

community's research skills.
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